The above quote summarises some of the challenges in tackling health disparities while dealing with ethnic minorities. This paper argues that "much more needs to be done to ensure we are hearing the voices of more diverse groups who are often excluded from engagement through issues such as language difficulties or mobility issues" (DWP, 2009: 29) . Other policy guidance (DH, 2010; DH 2005) highlights the need for understanding ethnic issues related to users of NHS services in the UK. The amelioration of racial and ethnic disparities in health is at the forefront of many public health agendas (Washington, 2005) .
The paper addresses important policy, operational and cultural issues confronted by the prehospital emergency care setup which has a unique role in the healthcare safety net (Wankhade, 2011) in providing care to a very diverse population including members of ethnic and racial minorities (DH, 2005a) . Competent decision making by the emergency care practitioners requires patient-specific information and the health provider's prior medical knowledge and clinical training (Richardson et al., 2003) . Commentators (Hong et al., 2007; Richardson and Hwang, 2001 ) argue that it is vital for health providers to gather and assess credible information about individual patient's symptoms, medications, risk factors, health-beliefs and health-related behaviours. There will be serious difficulties if the health provider and the patient come from different backgrounds, have difficulties in cross-cultural communication, and this may adversely affect the quality of diagnostic and clinical decision making for minority patients (Babitsch et al., 2008; Richardson, 1999; Lavizzo-Muurey and Mackenzie, 1996) . The situation can be further compounded if ethnicity data is either not monitored or collected.
The paper is structured as follows. The first section throws light on the current evidence surrounding ethnic monitoring and prehospital emergency care. The second section analyses population census data to emphasise the growing number of minorities and the impact on healthcare delivery. Then in the third section the paper details strategies to deal with bias towards race and ethnicity to address the healthinequalities. Finally the paper concludes with some suggestions for improving practice.
Ethnicity and race monitoring in the prehospital emergency care
There is growing evidence that quality of care delivered to minority patients is unequal to that received by the majority white community (Karve et al., 2011; Walls et al., 2002; Mandelberg et al., 2000; O'Brien et al., 1997; Young et al., 1996) . Several studies have documented evidence of racial and ethnic disparities in the provision of emergency care. Frequent users of prehospital and emergency care provisions have been characterised as disproportionately poor, male, members of minority groups, alcoholics and socially isolated. Table 1 summarises some of thesecharacteristics discussed in the literature. (Lucas and Sanford, 1998; Purdie et al., 1981) Race Frequent emergency service are often from minority groups (Lucas and Sanford, 1998; Ullman et al., 1975) Alcohol and drug abuse In addition to homelessness and poverty, alcoholism and in some cases, drug abuse is also associated with frequent use of emergency services provisions Frequent emergency service users disproportionately poor and more likely to be on state benefits (Spillane et al., 1997; Mannon , 1976) Violence Violent death is also closely associated with frequent use Frequent emergency service users disproportionately poor and more likely to be on state benefits (Boyle, 2008; Hansagi et al., 1990 ) Hong et al., (2007 found evidence of race, ethnicity and socioeconomic status (SES) in the use of emergency departments in the US.Applying the four SES factors-income, employment status, education and insurance status, the study concluded that race and ethnicity base disparities in the use of emergency care provisions were due to the confounding effects of socioeconomic status of the patients. The study confirmed that black and Hispanic patients were approximately, twice as likely as white patients to be routine users of the emergency departments (ibid, p. 153).
These findings however need careful interpretation. Multiple classifications of race and ethnicity can exist. Race and ethnicity as a variable denotes a genetic and biological component to the relationship (Osborne and Feit, 1992) . But using genetics to understand the healthcare needs of social groups has its own limitations. Untangling this relationship is often a difficult task and deserves attention in the race or ethnicity based health disparities literature (Hong et al., 2007, p. 153) . There are further ambiguities regarding the role socioeconomic status plays in the race/ethnicity differences in the use of prehospital emergency care. Such a short list of evidence almost certainly reflects a clear research gap and the scant attention to this area by emergency medicine researchers. Further research may help to uncover many more such disparities in emergency health care.
The importance of gathering and assessing the information about individual patients has been well defined in the UK NHS. Factors including globalisation, the expansion of the European Union, and government initiatives in meeting standards of care by meeting the shortfalls in highly skilled professions through controlled migration, are making the UK population ever more ethnically diverse. Without racial monitoring information, NHS organisations may find it difficult to demonstrate their statutory obligations under the Race Relations (Amendment) Act, 2000. The Department of Health (DH) guidance (2005) includes training material for staffs which are involved in monitoring and collecting patient ethnicity data and also provides good examples of information leaflets. Many NHS organisations offer patient sixteen ethnic groups to choose from when registering their details. Ethnicity is subjective, complex, and multifaceted, reflecting sociocultural aspects of people's lives therefore basing diagnosis or clinical management decisions on such broad information can be risky (Casey, 2008, p. 10) . Moreover, consent and confidentiality of the patients has to be respected suggesting no one can be forced into giving their ethnic group against will (DH, 2005, p. 40) .
Emergency care practitioners often work in highly challenging and unstable situations as part of prehospital care. Adequate means of assessment of pre-hospital care
has not yet evolved due to the complexities and number of variables which make the development of indicators difficult (MacFarlane and Benn, 2003) . Further, there is a dearth of evidence on interactions between the Emergency Ambulance Service(EAS) and older people. Emergency care staffs routinely deal with various traumatic situations such as road traffic collisions, cardiac arrest, falls and stroke and deal with seriously injured patients needing urgent life support and transportation to the Emergency Departments (ED). In such situations it may be difficult to take consent from these patients about why personal ethnic details are needed, who will have access to this data, and more importantly that this information will not be used to discriminate against specific groups or people (Casey, 2008, p. 11) . The decision-making process by the emergency care practitioner may be predicated upon uncertainty within a very demanding and challenging environment.
In England, fundamental structural reforms to reorganise the National Health Service (NHS) have been undertaken by the coalition government since coming to power in 2010. With effect from 1 st April 2013, the commissioning of the prehospital emergency care has moved from the erstwhile Primary Care Trusts (PCTs) to the new Clinical Commissioning Groups (CCGs) which have been entrusted to commission all aspects of healthcare, thus setting the tone for huge changes, including the EAS, both structurally and financially.
We have argued elsewhere (see Halsall et al., forthcoming) the various implications of these changes on the prehospital care delivery.The dangers of exacerbation of the postcode lottery by way of distribution of ambulance resources may prove real since the CCGs may be making decisions for providing the levels of health care based upon cost of the services provided by NHS and private providers (Nuffield Trust, 2010) . This can adversely impact on patient trust and turn them into "customers" who will shop around trying to get the best treatment for their ailment (Health Service Journal, 2010) . A recent example is in Manchester, where the patient transport service (PTS) contract to take the patients to the hospitals has been secured by the bus and train operator Arriva taking over from the North West Ambulance Service (BBC, 2012).
Some of the initial concerns about the skills and competence of the CCGs, especially in the early years, in handling £70 billion of public funds remain unaddressed. The disbanding of the PCTs and loss of management experience (especially in commissioning the prehospital care) will be felt in the short term. Both the PCTs and the ambulance trusts were reorganised in 2006 and had made significant management investments in developing a good relationship as purchaser and providers (Ham et al., 2010) . It will take further time to develop these new relationships with the CCGs.
Insufficient consultations with the patients, even less with ethnic and minority groups have taken place to explain the significance of these fundamental changes to the prehospital urgent care since the pace of the reforms are driven centrally. There are huge implications for the various users of the emergency care. The budget cuts will increase the pressure of those at the 'coalface' as it were, so the ambulance service will be expected to respond quickly, but with fewer frontline staff and/ or fewer support staff. This will probably mean less time with patients. If this is the case, then the special needs of patients are more likely to be neglected, including specific requirements of those from ethnic minorities. In a time of crisis, therefore, it is all the more important, not less so, to respond to ethnic minority needs (as well as the needs of other groups such as older people, disabled people) in a sensible, well-trained manner.Such issues are developing within a context in which "Demand for health and social care is predicted to outstrip supply" (NW Forum on Ageing/5050 Vision, 2009: 40), therefore the ambulance service will be required to, on the one hand, deliver more effectively to excluded or marginalised groups, while on the other hand ensuring that more general emergency needs within the population are also met (DH, 2005 ).
An ethnically diverse and aging population poses significant challenges for the emergency care network including an increase in long-term conditions, and higher expectations and demands from user groups. Variations in health experiences and providing culturally competent services can be only be addressed via good information about the use and perception of the ambulance service (Halter et al., 2006) . Evidence about the safety and effectiveness of alternatives such as rapid response teams (RRTs) in which clinical assessments are completed by a team of different staff using patient at risk (PAR) tools to identify deteriorating or potentially at risk patients is quite limited (see Ramzan, 2011) . Equally there are few rigorous trials reported, with conflicting evidence regarding the role which can be played by paramedics with extended skills (Snooks et al., 2002) .
Ethnicity and population data in the UK
It has been well documented in the social science discipline that ethnic minorities experience high levels of inequality within British society. This inequality can be attributed to social and economic indicators. By using population census data past studies have argued that British Asian groups, in particular Bangladeshi and Pakistani, have experience high levels of deprivation in urban areas. As Rees and Phillips (1996, p. 279 ) note 'The Bangladeshi and Pakistani groups exhibit quite a high degree of spatial segregation from Whites and are significantly more segregated than Indians, any of the Black Groups and Other -Asian groups.' There are numerous other studies that have examined the high levels of inequalities within the British Asian community (Halsall, 2007; Peach 2006; Platt, 2002; Dorsett, 1998; Modood, 1997) . However, in recent years there has been a contradiction to this argument that certain British Asian groups are experiencing high levels of inequality and segregation (Finney and Simpson 2009; Simpson 2005 "Black and minority ethnic (BME) groups generally have worse health than the overall population, although some BME groups fare much worse than others, and patterns vary from one health condition to the next. Evidence suggests that the poorer socioeconomic position of BME groups is the main factor driving ethnic health inequalities. Several policies have aimed to tackle health inequalities in recent years, although to date, ethnicity has not been a consistent focus."
The report goes on to add that there are three common examples of ethnic health inequalities which are: (1) Cardio-vascular disease; (2) Cancer; and (3) When examining closely the ethnic health inequalities there are some revealing trends within different ethnic minority groups. The most remarkable trend is the rise of psychotic illness in the Black Caribbean ethnic minority population and as Nazroo and Iley (2011, p. 80) note the 'Black Caribbean people are three to five times more likely to be admitted to a psychiatric hospital with a diagnosis of first episode of psychosis than white people….' Research undertaken by the Association of Public Health Observatories (2004) discovered that health inequalities between ethnic groups are well documented in the National Health Service (see Table 3 ). Table 3 : Key findings of inequalities between different ethnic minority groups.
•The health experience of different ethnic groups is not uniform e.g. the percentage of the population that report their health as 'not good' is highest among the Pakistani and Bangladeshi populations. People born in these countries, but living in England and Wales, have the highest mortality rates from circulatory disease. However, those born in Ireland and Scotland have the highest mortality rates from all causes of death combined and from cancer;
•A higher than average proportion of admissions due to coronary heart disease is found in the Pakistani, Bangladeshi, Indian and Mixed White & Asian ethnic groups, reflecting the higher prevalence of CHD in these groups;
•A higher than average proportion of admissions due to diabetes is found in the Asian groups, Black Caribbean and Black Other group in most regions, reflecting the higher prevalence of diabetes in these groups
•The Indian and Pakistani groups have a higher than average proportion of hospital episodes for cataract surgery, reflecting reports of a higher prevalence of cataracts in these groups. This is consistent with their higher prevalence of diabetes, a known risk factor for cataracts
•Among ethnic minority groups, Black Africans comprise the largest proportion of those seen for HIV care in all regions. Along with the other ethnic group, Black Africans also have the highest rates of tuberculosis.
•The highest treatment rates for drugs misuse are in the Mixed group and lowest in the Asian group.
•The worst patient experience was found in the Asian group across all regions. In the North West of England there has been much critical discussion on health inequalities in ethnic minority groups and as Lee et al (2001, p. 8) have recommended:
"The expectation is that improving access to health services for Black and Ethnic Minorities will improve the health experiences of these groups and reduce the variations in health which exist between these groups and the White population.
Ensuring equal access to health care (for equal need) would appear to be the most attainable (and the most just) equity goal for health services."
Strategies to address disparities in emergency care
As shown above, race and ethnicity is a complex socio-cultural issue and ethnic minorities are disproportionately affected by multiple barriers to care including financial, linguistic, institutional, cultural and systematic factors. Flores et al., (2002) draw attention to linguistic issues and a low English-speaking proficiency as one of the key challenges in addressing disparities in the prehospital emergency care coupled with lack of adequate translators, inadequate understanding of treatment and diagnostic by emergency care practitioners. In another study in Germany (Babitsch et al., 2008, p. 82) , the results showed that good communication despite language barriers is crucial in providing medical care that is satisfactory to both patient and doctors, especially in emergency situations. The study argued that the use of professional interpreters for improved communication and the training of medical staff for improved intercultural competence are essential for the provision of adequate health care in a multicultural setting.Further, the effects of stereotyping, prejudice and bias towards patients of differing ethnicity and race or socioeconomic status on emergency care staff attitudes, behaviours and expectations can be equally substantial.
The 2003 Academic Emergency Medicine national consensus conference on "Disparities in emergency Health Care" (Biros et al., 2003) discussed several follow-up strategies to address disparities in emergency care. These include:
1. Increased awareness and continued efforts to inform emergency care practitioners of the irrationalityof disparities at both individual and institutional levels. This will help to address bias against patients from minority groups.
2. Disparities profiling involving retrospective review and regular reporting of individual clinician data regarding an area in whichdisparate care is known to occur may help overcomethe lack of awareness or tendency toward denial of individual emergency care staff.
3. Zero tolerance for stereotypical behavioursby emergency care staff that label or denigrate the patients. Efforts should be made to develop an organisational culture in which such expressions are regarded as unacceptable and unprofessional.
4. Training staff in cross-cultural competenceshould be provided to all emergency care staff and integrated into medical education at all levels.This will help staff to be adept in communicating and caring for patients from differing backgrounds and culture.
5. Providing enhanced linguistic services to patients from minority groups will go a long way in addressing some of the communication challenges faced by emergency care practitioners. Properly trained interpreters are available to assist in the care of patients who are not fluent in English. For instance, the ambulance services in the UK use the service of 'language line', a private service provider if the 999 caller has difficulty in speaking English.
6. Increased workforce diversity among emergency care staff will not only promote cultural competence through interactions with diverse colleagues, it will also help to serve that the emergency care providers more closely resemble it users.
7. Use of evidence based clinical guidelines and pathways will further help to decrease clinical disparities by minimising individual discretions and decreasing uncertainties. Monitoring adherence to clinical protocols can then be used to track clinical disparities at the organisational level.
8. Further, increased research into such an important topic will further help to address some of the issues discussed in this paper in light of the cited evidence. Epidemiologic research is needed to precisely characterise various diseases in specific population subgroups.
(Adapted from Richardson et al., 2003 Richardson et al., , pp. 1186 
Conclusions
We have argued in this paper that there is considerable evidence to suggest that racial and ethnic disparities exist in the provisions of emergency healthcare and the wider healthcare. Careful scrutiny of our clinical practice anddiligent implementation of strategies to eliminate disparitieswill free prehsopital emergency care from the individual behavioursand systemic processes that result in the delivery ofdisparate care to members of racial and ethnic minoritygroups (Richardson et al., 2003) .
In our view it is essential that research is funded into EAS interactions with a range of ethnic minority and other groups, utilising the White population as a control group, in order to develop a fuller picture of the inequalities that exist, and so that strategies such as those detailed above can be further developed. We further argue that the current funding cutbacks that face the public sector should not be at the expense of such important research, that has a major policy dimension for the NHS in general, and the EAS in particular.
